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Aim: Parenting programmes have been shown to improve children’s adjustment and 
reduce problem behaviour; however, little research has addressed outcomes for 
Indigenous families. The aim of this project was to assess the impact and cultural 
appropriateness of a parenting programme tailored for Indigenous families, an 
adaptation of the evidence-based Group Triple P – Positive Parenting Program.  
Methods: A repeated measures randomised group design methodology was used, 
comparing the intervention with a waitlist control condition pre- and post-
intervention, with a 6-month follow-up of the intervention group. 
Results: Parents attending Group Triple P reported a significant decrease in rates 
of problem child behaviour and less reliance on some dysfunctional parenting 
practices following the intervention in comparison to waitlist families. The 
programme also led to greater movement from the clinical range to the non-clinic 
range for mean child behaviour scores on all measures. Effects were primarily 
maintained at 6-month follow-up. Qualitative data showed generally positive 
responses to the programme resources, content and process. However, only a small 
number of waitlist families subsequently attended groups, signalling the importance of 
engaging families when they first make contact, helping families deal with competing 
demands, and offering flexible service delivery so families can resume contact when 
circumstances permit. 
Conclusions: This study provides empirical support for the effectiveness and 
acceptability of a culturally tailored approach to Group Triple P conducted by Child 
Health and Indigenous Health workers in a community setting. The outcomes of this 
trial may be seen as a significant step in increasing appropriate service provision for 
Indigenous families and reducing barriers to accessing available services in the 
community. 
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The poor health status of Indigenous Australians in comparison to the wider Australian 
population has been well documented.1 Indigenous children and youth are extremely 
disadvantaged on most indices of health and well-being: they have higher rates of health risk 
behaviours, early school dropout, suicide, involvement with the juvenile justice system, 
family fragmentation and forced removal of children, and are over-represented in abuse and 
neglect cases.2–4 In the recent Western Australian Aboriginal Child Health Survey of almost 
4000 children aged 4–17 years, approximately 24% of Indigenous children were reported by 
their carers to be at high risk of clinically significant emotional or behavioural difficulties, in 
comparison to 15% of non-Indigenous children.5 
Any comprehensive understanding of the health and adjustment of Indigenous children and 
youth has to take into account the broader socio-political factors that contribute to physical, 
emotional and spiritual well-being. Urbanisation and the stolen generation have had a 
significant impact on traditional parenting skills and personal coping skills.3 In addition to the 
historical context, there are many social circumstances that increase risk for the development 
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of behavioural and emotional problems. Family social background appears to have a strong 
influence on generalised vulnerability to a wide range of childhood health, social, educational 
and behavioural problems.6 Other risk factors for childhood disruptive behaviour disorders 
include early problem behaviour and parents’ ratings of child difficulty,7 and poor supervision, 
coercive discipline and inconsistent parenting practices.8 The factor most commonly associated 
with high risk in Indigenous children is the number of major life stresses in the preceding 
year (e.g. illness, family breakdown, financial difficulties, arrests). Of these, family interaction 
and parenting practices are potentially modifiable through parent education. For children living 
in families with poor quality parenting (25%), risk for clinically significant emotional or 
behavioural problems was four times greater than in families with good quality parenting.5 
 
Key Points 
 
1 There is a need for empirically supported, culturally sensitive parenting 
support for Indigenous families to address known risk factors and improve 
child outcomes. 
 
2 A culturally tailored version of the evidence-based Group Triple P – Positive 
Parenting Program led to improved child behaviour, reduced dysfunctional 
parenting and good consumer satisfaction. 
 
3 Further evaluation of programme outcomes and acceptability in more 
diverse communities is warranted. 
 
Family, community and kinship connections are a fundamental part of life and strengthening 
these relationships can increase resilience in Indigenous communities.3 Evidence from randomised 
controlled trials clearly shows that behavioural family intervention (BFI) programmes based on 
social learning models9 are the most extensively evaluated form of psychosocial intervention for 
children, and are effective in reducing family risk factors associated with child behaviour 
problems.10,11 BFI approaches can be tailored to target identified risk factors for each individual 
family. However, little research has been con-ducted on the effects of parenting programmes with 
Indigenous parents. Mainstream parenting programmes have difficulty in recruiting and maintaining 
the involvement of Indigenous parents, suggesting the need for more culturally appropriate parenting 
programmes tailored to the needs of Indigenous parents. For parenting programmes to be successful 
across cultures, they need to be sensitive to the broader cultural context in which parenting takes place. 
The aim of this project was to assess the impact and cultural appropriateness of a group-based 
parenting programme tailored for Indigenous families. The programme was an adaptation of the 
evidence-based Group Triple P – Positive Parenting Pro-gram, 12 a preventively oriented, early 
intervention programme incorporating consultation, print and video materials that aim to promote 
positive, caring relationships between parents and their children, and to help parents develop 
effective management strategies for dealing with a variety of common behaviour problems and 
developmental issues. 
 
Materials and Methods  
Participants 
This study targeted Indigenous families presenting to four South-East Queensland Community 
Health sites in July–August 2002, requesting information or advice about child behaviour problems 
or developmental issues. The children of participating families were at risk of, but not yet displaying 
severe pathology. Each participating family met the following inclusion criteria: (i) the target child 
was preadolescent (between 1 and 13 years of age), and (ii) the primary caregiver had concerns 
about their child’s behaviour or their own parenting skills. To avoid complications due to competing 
interventions and/or significant developmental disorders in the child, exclusion criteria were: (i) 
developmental delay, major physical disability or severe, chronic illness; (ii) developmental disorder 
(e.g. autism); and (iii) current medication or contact with another professional for behavioural 
problems. 
The participating clinics were located in areas of Brisbane with a high proportion of Indigenous 
families with young children. These sites were also characterised as low-income areas, with high 
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rates of unemployment. At each of the sites, meetings were held with Child Health Staff and 
Indigenous Health Boards or Services for negotiation, planning and approval of the project scope and 
design. Key Child Health Staff and Indigenous Health Workers were identified to co-facilitate the 
parent groups in each site. 
 
Intervention 
Intervention was a culturally sensitive adaptation of the main-stream Group Triple P12 that takes into 
consideration the cultural values, aspirations, traditions and needs of the Indigenous people of 
Australia. Following initial approaches from Indigenous workers in Brisbane in 1996, our team spent 5 
years in tailoring the programme, in an attempt to reduce potential barriers for Indigenous families and 
develop parent resources that would convey evidence-based parenting support in an engaging and 
culturally sensitive way. Our perspective is that positive parenting principles and strategies can cross 
cultures, what may vary according to culture are the goals and target behaviours, practical 
implementation of strategies, and ways of sharing information. Extensive community consultation 
occurred in the development of the tailored programme – in terms of the appropriateness of programme 
content, resources and delivery format. While programme content was seen as appropriate, changes 
were made to the language and images used in programme resources, and the examples used to depict 
parenting strategies (e.g. a culturally tailored video13 and workbook14 and presentation aids were 
developed). The structure of group sessions was altered to allow more time to discuss the social and 
political context for parenting, develop trust, slow the pace of presentation and share personal stories. 
The version of Group Triple P for Indigenous families is an 8-session programme, ideally conducted 
in groups of 10–12 parents. It uses an active skills training process to help parents acquire new 
knowledge and skills. The programme includes: one group session for the purpose of providing an 
overview of the programme and establishing rapport within the group (1.5– 2 h); four group sessions 
of parent training (2–2.5 h each); two home-based consultations (30–40 min); and a final group ses-
sion. This integrated home-group format offers parents two complementary learning experiences, 
where participants have control over the information they choose to share with the group, and the 
issues they reserve for individual sessions. 
The parent-training component involves discussing with participants 17 core child management 
strategies designed to help parents promote children’s competence and development (e.g. praise, 
engaging activities, incidental teaching) and manage misbehaviour (e.g. setting rules, giving clear 
instructions, con-sequences, quiet-time). In addition, participants are introduced to a ‘planned 
activities routine’ to enhance the generalisation and maintenance of parenting skills. Active training 
methods such as modelling, rehearsal, practice, feedback and goal setting are used to teach specific 
parenting skills throughout the pro-gramme. The home visits consist of support for parents in their 
implementation of the positive parenting strategies through practice and further refinement of 
parents’ ability to self-evaluate and to solve future parenting issues independently. A final group 
session involves sharing of what has been gained through the programme, setting future goals and 
planning for these goals, and provides an opportunity for participants to celebrate their completion of 
the programme. 
 
Intervention integrity 
The Project Officer who facilitated the parent groups completed a Group Triple P professional training 
course and met competency-based accreditation criteria. Throughout the establishment of the project 
and the intervention phase, the Project Officer received close supervision from the first and third 
authors related to both research and clinical process issues. Training workshops were held with Child 
Health Staff who were already accredited in Group Triple P, to provide training in relation to 
cultural sensitivity and adaptation of programme delivery, and to review the tailored resources. 
Arrangements were made for three Indigenous Health Workers to attend Group Triple P training. 
Each group was co-facilitated by one Child Health Nurse and one Indigenous Health Worker. The 
Project Officer was the primary facilitator and provided ongoing supervision to the co-facilitators. 
The aim of this process was to forge links between Child Health and Indigenous Health Services and 
create a peer support framework to support ongoing implementation of parenting groups. 
 
Aims and hypotheses 
The study aimed to evaluate the effectiveness and cultural acceptability of Group Triple P for 
Aboriginal and Torres Strait Islander families. It was hypothesised that compared with a waitlist 
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comparison group, parents receiving Indigenous Group Triple P would show significant 
improvements across many areas of family functioning, including: (i) reduced disruptive child 
behaviour; (ii) reduced use of harsh and coercive parenting practices; and (iii) improved parental 
adjustment (e.g. reduced stress in parents). It was also hypothesised that: (iv) there would be high 
consumer satisfaction with the pro-gramme and resources (with detailed exploration of reactions to 
the programme content, format and resources); and (v) intervention gains would be maintained at 6-
month follow-up assessment. 
 
Measures 
Family background 
 
Family Background Questionnaire (FBQ). Adapted from the Western Australian Child Health 
Survey.15 It includes contact details for the family: (i) the child’s name, age and date of birth; (ii) the 
parents’ marital status, relationship to the child, educational background and current employment 
status; (iii) family composition; (iv) parents’ income; and (v) information on the child’s health and 
development. 
 
Child behaviour 
Eyberg Child Behavior Inventory16 (ECBI). A 36-item measure of parental perceptions of 
disruptive behaviour in children which assesses the frequency of disruptive behaviours (intensity 
score), and the number of disruptive behaviours that parents list as problematic (problem score). It 
has high internal consistency for both the intensity (r = 0.95) and problem (r = 0.94) scores, and 
has good test–retest reliability (r = 0.80 and 0.85 respectively).17 
The Strengths and Difficulties Questionnaire – extended version18,19 (SDQ). A 25-item measure of 
parents’ perceptions of prosocial and difficult behaviours in children which assesses the fre- 
quency of positive and negative behaviours. The extended version assesses whether the respondent 
thinks the child has a problem, and if so, the perceived impact on the child and bur-den on the 
family. The total difficulties score has adequate internal reliability (r = 0.76)20 and good test–retest 
reliability (r = 0.85).19 
 
Parenting and parental adjustment 
Parenting Scale21 (PS). A 30-item questionnaire measuring dysfunctional discipline styles in 
parents which yields a total score and three factors: (i) laxness (permissive discipline); (ii) over-
reactivity (authoritarian discipline, displays of anger and irritability); and (iii) verbosity (overly long 
reprimands or reliance on talking). The scale has adequate internal consistency for the total score ((x 
= 0.84), laxness ((x = 0.83) and over-reactivity scales ((x = 0.82), and modest internal consistency 
for the verbosity scale ((x = 0.63). It has good test–retest reliability (r = 0.84, 0.83, 0.82 and 0.79 
respectively). 
 
Parenting Experience Survey22 (PES). A brief screen drawn from the Queensland Parenting 
Survey,23 providing descriptive information about (i) the perceived difficulty of the child’s behav-
iour; (ii) the parent’s subjective experience of their parenting role (e.g. how rewarding, demanding, 
stressful they find parenting to be); (iii) how confident and supported they feel as a parent; and (iv) 
for two-parent families, the extent of agreement between parents over discipline and how supportive 
their partner has been toward them in their role as parent. 
 
Depression-Anxiety-Stress Scales24 (DASS). A 42-item questionnaire assessing symptoms of 
depression, anxiety and stress in adults. It has high reliability for the depression ((x = 0.91), anxiety 
((x = 0.84), and stress ((x = 0.90) scales, and good discriminant and concurrent validity. The short 
form (21 items) was chosen for this study, and further reduced to only the depression and stress 
scales (14 items) on the request of one local medical board to reduce the assessment burden on 
parents. 
 
Consumer satisfaction 
Client Satisfaction Questionnaire (CSQ). An adaptation of the Therapy Attitude Inventory which 
Journal of Paediatrics and Child Health (2007), 43 (6): 429-437.                        doi:10.1111/j.1440-1754.2007.01053.x 
measures consumer satisfaction with parent training programmes, and has established reliability, 
internal consistency and discriminant validity.25 The 13-item CSQ measures consumer satisfaction 
with the quality of service; how well the programme met the parent’s needs, increased the parent’s 
skills and decreased the child’s problem behaviours; and whether the parent would recommend the 
programme to others. The CSQ has high internal consistency (a = 0.96).26 
 
Cultural acceptability 
At the end of each group session, a set of questions were asked to elicit qualitative feedback regarding 
the cultural acceptability of the video resource, the programme content and the process of the session. 
 
Procedure 
This study used a randomised, repeated measures design with a group comparison 
methodology. Families were randomly assigned (using a random number generator and 
consecutive case allocation) to either the culturally tailored Group Triple P intervention 
condition or a waitlist control condition (NB families were only made aware of their 
allocation on completion of the pre-assessment). Participants completed an initial telephone 
screen to assess eligibility, and an assessment process (including home-based interview and 
questionnaire completion) prior to randomisation and following the 8-week 
intervention/waitlist phase. For the intervention group, a 6-month follow-up assessment was 
also conducted. Assessments were conducted by two research assistants who were blind to 
intervention condition and assessment phase. On completion of the waitlist phase, families in 
this condition were offered the intervention. 
 
Statistics 
The hypotheses that the intervention would reduce problem child behaviour, dysfunctional 
parenting practices and associated parenting stress were assessed as follows. To evaluate the 
short-term effects of the intervention, differences between the intervention group and the 
waitlist control group were examined using a series of two group repeated measures analyses 
of variance (ANOVAs) conducted on questionnaire measures of child behaviour, parenting 
style and parental adjustment. As 
there was no comparison group at follow-up assessment, maintenance of intervention effects 
were analysed by a series of univariate repeated measures analyses of variance (ANOVAs) to 
assess gains from pre-assessment to 6-month follow-up in the intervention group. 
 
Results 
Preliminary analyses 
 
Interest was expressed by 62 families. Of these, 51 completed pre-assessment and entered the 
study (Group Triple P n = 26; waitlist n = 25). Seven waitlist families went on to complete 
Group Triple P in the second wave of parent groups. The sociodemographic characteristics of 
the participating families are summarised in Table 1. There were no significant differences 
between the groups on any demographic measure 
While the term ‘parent’ is used here, carers had varying relationships to the target child: 
67.3% mothers, 6.1% fathers, 16.3% grandmothers, 6.1% aunts and 4.0% guardians. Family 
type also varied: 62.2% natural families (i.e. one or both parents), 14.0% blended families, 
10.0% foster families, and 14.0% described their family situation as ‘other’. 
 
Study retention and programme attendance 
Of the 26 families allocated to the intervention condition, 23 attended one or more sessions 
(88.5%) and 20 completed post-intervention assessment (77%). Of the 25 waitlist families, 18 
completed post-assessment (72%), and as noted earlier, only seven of these attended a later 
group (28%). There were no significant differences between those who completed post-
assessment and those who did not on any demographic or outcome measure at pre-test. It 
should be noted that these participation rates vary from those reported in a community (non-
clinic) sample in a universal prevention trial of Group Triple P where post-assessment was 
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completed by 86% of the intervention group and 96% of the comparison group,26 and closer to 
an average 80% completion rate for individual Triple P interventions for a clinic sample.27 
Exploration of the number of intervention sessions completed by families commencing groups 
showed 14 (60.9%) completed five or more sessions and were seen as completing core session 
content. This again varies from the 80.4% completion rate of Group Triple P in a community 
sample.26 There were no significant differences between those with higher and lower par-
ticipation rates on any demographic or dependent measure at pre-test. Outcomes for the subset 
of families with higher participation are further examined later. 
Six months following the intervention, 13 of the intervention group families who completed 
post-assessment (65%) were able to be contacted for follow-up assessment. Table 2 details the 
reasons given for non-participation after first expressing interest (i.e. no questionnaires 
completed), not attending sessions after pre-assessment, dropout or non-completion. The 
majority of these families reported that they would like to participate in Group Triple P at 
some future date. 
 
Short-term intervention ef fects  
A summary of the means and standard deviations for each dependent measure at pre- and 
post-intervention appears in Table 3 along with the multivariate F and significance values for 
the ANOVA time effect. 
 
Child behaviour 
Repeated measures ANOVA revealed a significant time effect for parents’ ECBI intensity and 
problem scores (see Table 3), and a condition by time effect (F1,36 = 7.49, P = 0.010) for 
ECBI intensity scores. Univariate analyses show significant change for the intervention group 
only on both the intensity (F1,36 = 15.15, P < 0.001) and problem score (F1,31 = 4.91, P = 
0.034). Mean intensity scores moved from the clinic range to non-clinic range for the 
intervention group, and waitlist group means fell just within the non-clinic range from the 
outset and remained stable. 
Analyses of the SDQ revealed a significant time effect for the total difficulties scale (see Table 
3), with significant change evident only for the intervention group (F1,32 = 5.32, P = 0.028). 
No significant multivariate time or condition by time was found on the total impact scale; 
however, a univariate time effect was found for the intervention group (F1,24 = 4.97, P = 
0.035). Mean SDQ total difficulty scores moved out of the clinical range for the intervention 
group at post-assessment, the waitlist mean was outside the clinical range from the outset. 
SDQ total impact mean scores moved out of the clinical range for the intervention group only, 
the waitlist mean score remained in the abnormal range. 
To further explore the significance of these changes, effect sizes were examined.28 On the ECBI 
intensity scale, a large effect size was found for the intervention group (Cohen’s d = 0.75), with 
no effect found for the waitlist control group (Cohen’s d = -0.02). On the ECBI problem scale, 
a medium effect was found for the intervention group (Cohen’s d = 0.62) in comparison to a 
small effect for controls (Cohen’s d = 0.34). Similarly, a medium effect was found for the 
SDQ total difficulties scale (Cohen’s d = 0.43) in comparison to a small effect for controls 
(Cohen’s d = 0.26). These effect sizes were comparable to those seen for other Triple P 
interventions in a clinic sample.27 
 
Parenting style 
A series of univariate ANOVAs revealed a significant time effect for parenting style on the PS 
verbosity scale (see Table 3), with only intervention group parents reporting a significant 
decrease in use of dysfunctional parenting strategies (F1,36 = 6.19, P = 0.018) at post-
intervention (i.e. less use of overly long reprimands and reliance on talking rather than taking 
action). At post-assessment, the intervention group means fell in the range reported by a non-
clinic sample for each of the measures (pre-intervention means were also within the normal 
range on the over-reactivity scale). In contrast, waitlist group means fell out-side the normal 
range for each measure at each assessment point. 
 
Parental adjustment 
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No significant condition differences were detected on parental adjustment as measured by the 
DASS depression and stress scales. Mean scores were low from the outset and did not indicate 
clinical range functioning. 
 
Intervention acceptability  
Consumer satisfaction 
 
According to the PES, by post-assessment fewer intervention group parents reported their child’s 
behaviour to have been very or extremely difficult in the preceding weeks (15.8%) in comparison to 
parents in the waitlist condition (35.5%). More parents in the intervention group also reported their 
parenting to be very or extremely rewarding (70%) and fulfilling (95%) in comparison to a more 
modest proportion of parents in the waitlist group (63.2% and 73.6% respectively). Further, 63.2% 
reported feeling very or extremely confident in their parenting role (compared with 52.6% in waitlist 
group). These results at post-intervention are approaching or better than those reported in a normative 
community sample.23 
Repeated measures ANOVA revealed a significant time effect (F1,33 = 9.83, P = 0.004), and 
condition by time effect (F1,33 = 7.43, P = 0.010) for parents’ reports of child difficulty, with 
difficulty ratings for only the intervention group decreasing significantly over time (P < 0.001). 
There was a significant time effect (F1,37 = 10.17, P = 0.003), and condition by time effect 
(F1,37 = 7.35, P = 0.010) for parents’ ratings of the degree to which they find parenting fulfilling, 
with only intervention group parents reporting a significant increase on this measure (P < 
0.001). A significant time effect was also found for parents’ ratings on the measure of feeling 
supported in their parenting role (F1,37 = 10.05, P = 0.003), with only the intervention group 
indicating an increase in ratings of support (P = 0.001). 
Parents in the intervention condition had high ratings of satisfaction with the group 
programme as measured by the CSQ (M = 68.50; SD = 10.08). These scores were slightly 
lower than average scores from mainstream trials of more intensive levels of individual 
intervention such as Standard and Enhanced Triple P (ranging from 74.58 to 77.48), but higher 
than average scores for interventions involving no direct contact with a practitioner, such as 
Self-Directed Triple P (M = 57.65).27 
 
Cultural acceptability 
Qualitative data collected from participating families regarding the cultural acceptability of the 
video resource and the content and process of the programme were consistently positive. Fam-
ilies appreciated the efforts made to respect and value their culture and to tailor resources to 
their community. Listed below are examples of comments relating to the cultural acceptability 
of the programme. Video: ‘Very good, easy to understand, like to see the familiar faces’; ‘I 
related to it, I can achieve those things’; ‘User friendly. Realistic’; ‘Good to see Aboriginal and 
Torres Strait Islander people’. Programme content: ‘Straight into it, easy to follow’; ‘Challenging 
– made me think’; ‘Good. Refreshing’ Session exercises: ‘Good to hear other people’s stories’; 
‘Good to talk to other parents and to share experiences and to know you’re not alone’; 
‘Homework was encouraged’. Overall feedback: ‘Easy to understand, no big words, educational’; 
I like the way it encouraged culture’; ‘Beneficial, gave practical strategies’; ‘Easy step process’. 
Suggestions for improvement: ‘More notification to community. Advertise more to get more 
people’; ‘Maybe needs to be longer – 3 h sessions’. 
 
Intervention effects at follow-up 
A summary of the means and standard deviations for the follow-up of the intervention group on 
each dependent measure appears in Table 4 along with the univariate F and significance values 
for the repeated measures ANOVA effect for time from pre-assessment to follow-up. There 
were no significant time effects from post-assessment to follow-up, indicating maintenance of 
treatment gains. As a more stringent measure, scores were compared from pre-assessment to 
follow-up to confirm maintained outcomes. Most of the intervention gains observed in child 
behaviour at post-assessment were maintained at 6-month follow-up (i.e. ECBI intensity scale 
and problem scale but not the SDQ total impact scale). Results for parenting style varied: a 
Journal of Paediatrics and Child Health (2007), 43 (6): 429-437.                        doi:10.1111/j.1440-1754.2007.01053.x 
significant longer-term change was not found for the PS verbosity scale; however, a significant 
improvement was found on the PS laxness scale. 
 
Analysis of dosage effects 
As nine intervention group families attended less than half of the 8-programme sessions, 
analyses were replicated without these families (i.e. exploring outcomes for families receiving 
all core programme content). Outcomes seen in the original sample were maintained, with 
generally stronger effects, with the exception of the SDQ, where a time effect (F1,19 = 4.91, P 
= 0.039) and a condition by time effect (F1,19 = 5.75, P = 0.027) were found from pre- to 
post-assessment for the total impact scale rather than the total difficulties scale. Effect sizes 
increased as follows: ECBI intensity scale (Cohen’s d = 0.99), ECBI problem scale (Cohen’s d 
= 0.82), SDQ total difficulties scale (Cohen’s d = 1.10). Additional positive outcomes were 
observed: a significant time effect was observed for the PS verbosity scale from post-assessment 
to follow-up (F1,9 = 9.26, P = 0.014), and from pre-assessment to follow-up (F1,9 = 9.08, P 
= 0.015). 
 
Discussion 
This study, although limited by a relatively small sample size, provides empirical support for 
the effectiveness of a culturally tailored BFI programme for Indigenous families presenting with 
concerns about their parenting, or their child’s behaviour or development. With significant 
improvements on four out of seven primary outcome measures that were clinically elevated at pre-
intervention, results from this evaluation are encouraging and mirror results from a large-scale trial 
of Group Triple P in mainstream communities.27 
In support of Hypothesis 1, Indigenous parents attending Group Triple P reported significant 
decreases in rates of problem child behaviour in comparison to those in the waitlist condition on the 
ECBI intensity and problem scores and SDQ total difficulty scores, with a shift from the clinical 
range into the non-clinic range on each of these measures. Hypothesis 2 was partially confirmed as 
parents receiving the intervention reported a significant decrease in reliance on some dysfunctional 
parenting practices (PS verbosity scale). No change was found, however, on parental adjustment as 
per Hypothesis 3. It should be noted that parents’ mean DASS depression and stress scores were not 
clinically elevated at any assessment point. 
The programme resulted in high rates of consumer satisfaction (as per Hypothesis 4). There were 
generally positive comments about the cultural acceptability of the programme content, resources and 
format. Suggestions for change primarily pointed to improving engagement and allowing more time 
in group sessions. 
Finally, as predicted in Hypothesis 5, intervention gains found at post-test were primarily maintained 
at 6-month follow-up. There were no significant decreases in intervention gains from post-
intervention to follow-up (pre-intervention to follow-up effects were found for two of the child 
behaviour measures and one parenting measure, and results were stronger for families completing all 
core programme content). As clinical interventions have the potential for negative side effects, it is 
important to note that no adverse effects were evidenced on any child or parent outcome measures or 
on the broader measures of parental adjustment. As all groups were conducted in an urban setting, 
the extent to which findings can be generalised to Indigenous parents in more remote communities is 
unknown. 
One limitation of this study was that, unlike a number of previous Triple P outcome studies, it was 
not possible to use direct observation of parent–child interaction. Videotaped observations were seen 
as too invasive, and many families declined participation in less formal observation of parent–child 
interaction. If direct observation is to be included in the assessment process in future clinical or 
research work, strategies will need to be developed to engage community stakeholders and families, 
explore the concerns around this process, and create awareness of the potential benefits for families. 
A consideration arising from this project is the timing of programme delivery. The rate of 
programme completion (60.9% of families commencing groups) and low number of waitlist families 
(28%) who subsequently attended groups points to the need for better engagement strategies, in 
particular, enrolling families as soon as possible after they first express interest. Although the 
majority expressed the desire to participate, personal circumstances prevented many from attending 
when groups were offered. Additional strategies could be considered to support maintained contact 
once families have expressed interest or commenced a programme if their reasons for with-drawal 
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relate to competing family demands. Another option is to facilitate intermittent contact (e.g. through 
seminar or work-shop series). Individual sessions may be the best approach to allow for tailoring for 
families experiencing many life stressors. 
A positive finding was that this culturally tailored programme appeared to break down some of the 
obstacles Indigenous families face in accessing mainstream services. Three parents who attended the 
group programme went on to access Enhanced Triple P interventions offered by mainstream 
Community Child Health services (for coping skills and partner support). Anecdotal reports 
confirmed that they would not have accessed such services had they not first attended the group 
programme and found it culturally sensitive, supportive and helpful. 
These results provide the first outcome evidence from a randomised controlled trial of a parenting 
intervention for Australian Indigenous families conducted by Child Health and Indigenous Health 
workers in a community setting. This study adds to a series of controlled outcome studies exploring 
the efficacy and effectiveness of Triple P interventions. The out-comes of this initial trial are a 
significant step forward in increasing appropriate service provision for Indigenous families and 
reducing barriers to accessing available services in the community. These trial results are sufficiently 
encouraging to warrant wider scale implementation and evaluation of the programme with other 
Indigenous groups in rural and regional areas. 
Services targeting the social and emotional well-being of Indigenous children are generally viewed 
as inadequate5,29 and need to be a key focus in policy initiatives.30 Establishment of dissemination 
strategies for evidence-based interventions such as Triple P, that are appropriately tailored for 
Indigenous communities, can enhance the availability of scientifically validated prevention and early 
intervention programmes addressing both health and mental health issues.31 It is therefore imperative 
that there is a focus on building a body of research evidence for effective family interventions in 
Indigenous communities. 
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Table 1. Demographic characteristics of the sample 
 
Demographic characteristics Group Triple P 
(n = 26) 
M (SD) 
Waitlist 
(n = 25) 
M (SD) 
F (d.f.) P 
Child’s age (years) 6.17 (3.18) 5.52 (3.16) 0.54 (1,49) 0.466 
Parent’s age (years) 34.52 (10.54) 30.87 (7.65) 1.81 (1,44) 0.185 
Number of children in family 2.60 (1.55) 2.44 (1.53) 0.13 (1,48) 0.715 
 n (%) n (%) χ2 P 
Child gender 
  Male 17 (65.4) 16 (64.0) 0.01 0.918 
Parent’s gender 
  Female 22 (88.0) 23 (92.0) 0.22 0.637 
Parent’s education 
  Less than senior 19 (79.2) 13 (52.0) 8.53 0.129 
  Senior 1 (4.2) 5 (20.0)   
  College/tertiary 4 (16.7) 7 (28.0)   
Parent’s employment 
  Full-time 6 (24.0) 5 (20.0) 2.42 0.789 
  Part-time 4 (16.0) 3 (12.0)   
  Not employed 15 (60.0) 17 (68.0)   
Parent’s birthplace 
  Australian mainland 22 (88.0) 22 (91.7) 2.31 0.314 
  Torres Strait Islands 2 (8.0) 0 (0)   
  Other 1 (4.0) 2 (8.3)   
Two-parent family 16 (64.0) 19 (76.0) 0.86 0.355 
F = univariate ANOVA condition effect; χ2 = Pearson’s χ2 (where expected frequencies are too low for 
χ2, Fisher’s exact test is reported). 
 
Table 2. Attrition details 
 Group Triple P Waitlist 
Non-participation Travelling overseas (1) 
Too busy with work (1) 
Unknown (2) 
Domestic violence (1) 
Illness in family (2) 
Felt too young (1) 
Too busy with elders’ 
business (1) 
Decided not to do it (2) 
Did not attend (pre-test but 
no sessions) 
New baby (1) 
Decided not to do it (1) 
Unknown (1) 
 
Non-completion (no post-
assessment or fewer than 5 
Family crisis (3) 
Illness (1) 
Family crisis (1) 
Premature baby (1) 
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sessions attended) Illness in family (1) 
New baby (1) 
Too busy with work (2) 
Unknown (1) 
Illness in family (1) 
Death in family (1) 
Unknown (3) 
Non-participation after waitlist Family crisis (1) 
Illness (2) 
Moved away (1) 
Decided not to do it (2) 
Unknown (5) 
 
 
 
 
 
Table 3. Short-term intervention effects: intervention and control conditions 
at pre- and post-intervention 
 
Measure Group Triple P (n = 20) Waitlist (n = 18) Pre : Post time 
effect 
 
 Pre 
M (SD) 
Post 
M (SD) 
Pre 
M (SD) 
Post 
M (SD) 
F (d.f.) P 
Child behaviour 
ECBI 
Intensity 150.05a (37.05) 124.14a (31.71) 130.18 (34.88) 130.74 (33.97) 6.87* (1,36) 0.013
Problem 19.81a (8.65) 14.49a (8.60) 15.79 (6.36) 12.80 (8.89) 6.17* (1,31) 0.019
SDQ 
Total difficulties 17.24a (7.43) 14.41a (5.59) 16.41 (5.24) 15.00 (5.40) 5.99* (1,32) 0.020
Total impact 2.86a (2.18) 1.57a (2.06) 2.42 (1.50) 2.50 (1.88) 2.01 (1,24) 0.170
Parenting style 
PS Laxness 3.26 (1.59) 2.93 (1.35) 3.53 (1.40) 3.48 (1.27) 0.95 (1,36) 0.337
Over-reactivity 2.87 (1.19) 2.81 (0.85) 3.16 (0.94) 3.23 (1.00) 0.01 (1,36) 0.944
Verbosity 4.08a (1.16) 3.39a (0.95) 4.59 (1.12) 4.17 (0.96) 7.60** (1,36) 0.009
Parental adjustment 
DASS 
Depression 11.00 (8.19) 12.00 (11.03) 14.00 (13.02) 10.56 (11.10) 0.50 (1,36) 0.484
Stress 17.60 (10.11) 15.70 (10.26) 20.22 (13.89) 18.89 (12.24) 1.38 (1,36) 0.248
 
*P < 0.05, **P < 0.01. Means with the same superscript differ significantly in pairwise comparisons (P < 
0.05). DASS, Depression-Anxiety-Stress Scales; ECBI, Eyberg Child Behavior Inventory; F, ANOVA 
multivariate effect for time; Pre, pre-intervention; Post, post-intervention; PS, Parenting Scale; SDQ, 
Strengths and Difficulties Questionnaire. 
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Table 4. Maintenance effects: intervention group follow-up sample 
Pre : FU time effect Measure Pre 
M (SD) 
Post 
M (SD) 
FU 
M (SD) 
F (d.f.) P 
Child behaviour 
ECBI 
Intensity 138.77a (36.86) 122.23 (35.52) 115.46a (35.66) 6.54* (1,12) 0.025 
Problem 17.33a (8.47) 16.62 (10.65) 8.44a (6.46) 8.48* (1,8) 0.020 
SDQ 
Total difficulties 14.92 (6.59) 13.50 (6.17) 13.08 (4.80) 0.65 (1,12) 0.436 
Total impact 3.00 (2.45) 2.00 (2.20) 1.75 (1.16) 2.11 (1,7) 0.190 
Parenting style 
PS Laxness 3.07a (1.63) 2.62 (1.14) 2.32a (0.86) 4.89* (1,11) 0.049 
Over-reactivity 2.55 (1.11) 2.76 (0.93) 2.81 (1.37) 1.16 (1,12) 0.303 
Verbosity 3.80 (0.95) 3.69 (0.97) 3.33 (1.17) 1.50 (1,12) 0.245 
Parental adjustment 
DASS 
Depression 10.15 (7.98) 12.77 (12.26) 7.69 (7.78) 2.22 (1,12) 0.156 
Stress 15.69 (10.98) 15.85 (11.00) 12.77 (11.59) 1.78 (1,12) 0.207 
 
*P < 0.05. Means with the same superscript differ significantly in pairwise comparisons (P < 0.05). 
DASS, Depression-Anxiety-Stress Scales; ECBI, Eyberg Child Behavior Inventory; F, ANOVA 
univariate time effect; FU, 6-month follow-up; Pre, pre-intervention; Post, post-intervention; PS, 
Parenting Scale; SDQ, Strengths and Difficulties Questionnaire. 
 
 
